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Abstract
Washington State’s Healthy Communities pilot proj-
ects were developed to test approaches and recommen-
dations of the Washington State Nutrition and Physical
Activity Plan and to provide a statewide model for
implementation. The Healthy Communities program
included plans for ongoing process evaluation to ensure
implementation. Two years into the first project, how-
ever, the evaluation team recognized that data for eval-
uation were inadequate to explain the experiences of
the pilot community partnership. The team sought a
framework through which to better understand how
the community partnership functioned, including what
worked well and how guidance and technical assistance
could best be provided. The evaluation team identified
the community health governance model of Lasker and
Weiss through a literature search and applied this
model to existing Healthy Communities project evalua-
tion data. The team also designed a new survey tool
based on the model and used it in the second pilot com-
munity. The new tool provides feedback to community
partners to help guide project implementation and
tests the applicability of a theoretical model to public
health practice.
Introduction
Public health practitioners are increasingly being asked
to partner with people in nonhealth sectors of the commu-
nity to develop policies and build environments that will
support health-promoting nutrition and physical activity
behaviors (1-7). For example, Preventing Childhood
Obesity (2), a recent report by the Institute of Medicine,
recommends that state and local governments work with
communities to expand and support opportunities for
physical activity and access to healthy foods. Programs for
successful obesity prevention and reduction need to be
multilevel, community based, and sustainable (2,8).
Populationwide changes in behaviors require interven-
tions that address policies that affect nutrition and physi-
cal activity environments (5,9).
Critical factors for successful policy and environmental
change include collaboration, support from community
decision makers, and data that favor the intervention, in
addition to funding, other resources, and skilled staff (1).
Successful collaborations and community support require
durable planning structures and social capital or  social
readiness (10,11). The elements of social capital — social
relationships, social networks, social norms and values,
and trust — reflect dynamic processes and interactions
(12). Meaningful assessment of social capital accounts for
its dynamic nature and is more complex than simply quan-
tifying how many people are involved and which agencies
are represented.
Community partnerships are part of social capital.
Understanding characteristics of a community partner-
ship provides insight into how an active partnership is
functioning and how this functioning affects project
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implementation. Public health practitioners typically eval-
uate community partnership projects by identifying
actions and outputs that measure whether a project is
meeting its objectives and goals. Equally important but
perhaps more difficult to evaluate is the nature of the part-
nership itself — the ways that members come together and
interact and how the work of the project is accomplished.
Public health practitioners need to understand community
partnerships as social capital to provide guidance for set-
ting goals and objectives and to give appropriate technical
assistance. In this article, we describe the evolution of
methods and tools that were used to identify and under-
stand the characteristics, structures, and processes of a
community partnership for health improvement in
Washington State.
Washington’s Healthy Communities Pilot
Projects
The Washington State Department of Health (DOH) has
lead efforts to prevent obesity and overweight on both the
state and community policy levels. Community efforts
have been organized as Healthy Communities projects.
With funding from the Centers for Disease Control and
Prevention (CDC), DOH recruited the city of Moses Lake
in 2002 as the first pilot community to test implementation
of the Washington State Nutrition and Physical Activity
Plan (13). Table 1 provides a timeline of the Healthy
Communities projects.
Initial planning for the Moses Lake pilot project was
conducted by an advisory committee composed of lead-
ers and representatives of civic organizations, city and
county agencies, businesses, and interest groups as
well as community residents. Members of the advisory
committee identified three initial strategies from the
state plan and created and formalized an action plan
for their implementation. In the next phase, activity
shifted from the advisory committee to the three proj-
ect teams: 1) trails and paths, 2) breastfeeding, and 3)
community garden. Many members of the advisory
committee served on a project team and recruited new
members. During this phase, the advisory committee as
a whole met less frequently. The leadership group
(planning team), including the project coordinator,
advisory committee, three team leaders, and DOH
staff, continued to meet to coordinate the subprojects
and monitor overall progress.
The evaluation team for Healthy Communities included
staff from the University of Washington (UW) and DOH.
Because our initial tools did not adequately explain the
Moses Lake pilot project experiences, we searched for a
theoretical framework that would include constructs that
describe factors we identified as barriers to or enhancers of
the success of Healthy Communities Moses Lake. We con-
ducted a literature review of available frameworks and
identified the community health governance (CHG) model
developed by Lasker and Weiss (14) as a best fit for exist-
ing data from Moses Lake. The CHG model served as the
basis for an evaluation tool that was applied to the second
Healthy Communities pilot project, the city of Mount
Vernon, from its beginning.
Mount Vernon was selected as the second pilot city in
2003. The Mount Vernon project’s assessment, planning,
and project team organizational phases were similar to
those of Moses Lake, although the projects and composi-
tion of committee partnerships were different. DOH and
the pilot project communities also had distinct objectives
and deadlines according to their interests.
Developing the Evaluation Tool
Data collected in the first 2 years of the Healthy
Communities project were used for qualitative and quanti-
tative process evaluation. These data were collected
through two telephone interview surveys of advisory com-
mittee members and a survey of project team members
from each project: the trails planning team, the
Breastfeeding Coalition, and the community garden team.
Supplementary data included observations during meet-
ings and events, meeting evaluations and minutes, and
debriefing of project staff (Table 2). The initial evaluation
plan for Healthy Communities Moses Lake was developed
in partnership with action-oriented stakeholders. It exam-
ined some aspects of collaborative processes but was not
based on an explicit overarching theoretical model.
The UW evaluation staff invited Healthy Communities
participants to respond to the surveys. The surveys were
designed to be as brief as possible while providing suffi-
cient detail on partnership functioning, issues of interest to
advisory committee members, processes of program plan-
ning and implementation, and use of technical assistance
to inform the public health practitioners. Survey results
were compiled and reported to DOH staff, who shared the
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group that in turn reported to its advisory committee.
First survey, Healthy Communities Moses Lake
The purposes of the first Moses Lake project survey, con-
ducted in December 2002, were to 1) provide feedback to
the project leadership team so that the community devel-
opment process could be improved and 2) gather ongoing
needs assessment data from new stakeholders in Moses
Lake. The survey consisted of 14 scaled questions that
asked members of the advisory committee to evaluate the
committee structure and function, leadership facilitation,
technical assistance that was provided, their commitment
and personal values, and their understanding of the pro-
ject’s purpose and goals. Open-ended questions asked
about partnership values as well as barriers to and moti-
vators for participation; these questions also provided an
opportunity to identify other people who might want to be
involved in the project.
A survey of Moses Lake advisory committee members
was conducted again in January 2004. This survey was
similar to the December 2002 survey except that it includ-
ed new questions to identify partnerships that had been
formed among committee members and new questions to
measure the degree of integration of Healthy Communities
work across agencies and programs.
Second survey, Healthy Communities Moses Lake
In the second year, the focus of Healthy Communities
Moses Lake shifted from the advisory committee to the
three project teams. During this time, the membership
fluctuated, and the project evaluation team asked addi-
tional questions to better understand the reasons for the
fluctuation. In June 2004, a new telephone survey was con-
ducted that included most of the questions from the
December 2002 survey as well as additional open-ended
questions that asked about members’ motivation, perceived
support, priorities, barriers, project impact, costs and bene-
fits, and understanding of project purpose. The full survey
was given to members of the three project teams. In addi-
tion, three advisory committee members who had respond-
ed to the survey in January 2004 were selected to answer
only the new set of open-ended questions.
The survey results provided feedback about how the
project was progressing and how the partnership was
functioning, and the new set of open-ended questions
added qualitative information about members’ experi-
ences. However, the data did not systematically integrate
the reported experiences with other reports (Table 2) of
how the partnership functioned.
Use of CHG model to revise survey tool
At this time, the evaluation team began to use the CHG
model (14) as a way to organize observations and sys-
tematically examine partnership functioning in a
Healthy Communities project. In the CHG model, critical
characteristics take into account who participates in a
project and how they participate in the collaborative
process. The proximal outcomes of the partnership
process are the empowerment of individuals and groups
to come together in partnership, create and enhance
social ties, and work to resolve community health prob-
lems. The roles of leadership and management are crucial
to ensuring that the critical characteristics of the collab-
orative partnership process can occur. Leadership and
management roles include promoting active participation
that is broad and representative of the community, facil-
itating the group processes, promoting incremental
growth and development of the partnership, and provid-
ing training and technical assistance as needed. The
CHG model elaborates on examples of these elements of
the collaborative partnership process.
Eleven of the scaled questions in the two Moses Lake
surveys touched on components of the CHG model, includ-
ing individual empowerment, bridging social ties, synergy,
critical characteristics of who was involved and how they
were involved, the scope of the process, and leadership and
management parameters, including promoting participa-
tion and facilitation. However, the survey questions did
not provide adequate data to apply an integrated overview
of the CHG model, and the survey was substantially
revised to include additional CHG constructs (Table 3).
Revised survey, Healthy Communities Mount Vernon
The second Healthy Communities project began in
Mount Vernon in January 2004, and the revised survey
tool was administered to members of the Mount Vernon
advisory committee in September. The survey was admin-
istered at the end of the committee’s planning phase
before it launched its three projects. The purpose of the
new survey was to be able to understand how leadership,
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management, and process and community dynamics con-
tributed to the long-term success or failure of initiatives to
improve community health. In the revised survey, the
focus shifted from individuals’ experiences and perceptions
to their views of the partnership itself and how the part-
nership functioned.
The evaluation team used published studies of commu-
nity partnership functioning and related survey tools to
create the new survey (Table 4). The revised survey
included 45 scaled questions and 3 open-ended questions.
Although several of the scaled questions were carried over
from the two previous versions of the survey, all of the
scaled questions were included to address elements of the
CHG model (Table 3). The new questions differed from
several previously published tools (Table 4) by using lan-
guage particular to the given community project rather
than more general terms. For example, questions referred
to the name of the committee or the names of agencies
that provided technical assistance. In addition, the new
survey included a few open-ended questions to collect
more subjective input and supplement the scaled ques-
tions. Open-ended questions asked for comments about
community representation on the project, barriers to par-
ticipation, and any other issues that members wanted to
address. To obtain feedback on membership turnover, the
evaluation team added additional open-ended questions
about barriers to participation for members who had
attended only one meeting and who no longer appeared to
be active in the project.
The survey was easy to administer and score, and con-
ducting the survey by telephone permitted evaluation staff
to clarify questions and take notes of comments and feed-
back. Most of the UW staff who administered the survey
reported that the questions seemed to be readily under-
stood. The survey took 20 to 25 minutes to complete.
For all of the surveys, triangulation was an integral part
of data analysis. Results of the surveys were compared
with objective observations of the project, including com-
munity involvement, attendance and participation at
meetings, and progress toward project objectives and goals
(Table 2). Overall, the results of the survey in Mount
Vernon indicated strong positive functioning in multiple
levels of the partnership processes. These results were
consistent with observations by various partners and res-
onated with the leadership group.
Results were used for further planning. For instance,
responses to questions about leadership and management
for broad and active participation indicated that Hispanic
residents were not adequately represented on the advisory
committee. The advisory committee had recognized from
the outset the need to include diverse groups in the com-
munity and had made efforts to do so, but findings from
the survey emphasized a need for change and resulted in
additional outreach efforts to include the local Hispanic
population in Healthy Communities Mount Vernon.
Other survey results also affected future plans.
Responses to questions about integration and scope of the
project indicated that respondents were confused about
their role in sustaining Healthy Communities initiatives.
Many of the members believed that their commitment to
the project was over at the end of the initial planning
phase. In fact, as documented by meeting minutes and
memos, that was how the initiative was presented when
community involvement in the advisory committee was
initially solicited. When the transition from planning to
implementation took place, many members left the proj-
ect, so new members had to be recruited to replace them.
In Moses Lake, there was 50% turnover. Community
leaders and DOH staff concluded that this two-part
recruitment may be a necessary component of this type of
intervention. If the initial recruitment had suggested
that volunteers were signing up for a 5- to 7-year project,
there may have been far less community involvement. In
addition, the planning and implementation phases may
attract people with different interests and skills, so mem-
bership turnover should be expected during the transi-
tion from planning to implementation.
Discussion
The  Healthy Communities project outlined in the
Washington State Nutrition and Physical Activity Plan
was based on the social–ecological model (5), and devel-
opment of the intervention and evaluation methods
were guided by understanding of obesogenic environ-
ments (5) and values of participatory research and
empowerment (22-24). We find that the CHG model (14)
includes most of the identified elements and may prove
to be a useful resource to public health practitioners
who are working with communities to facilitate policy
and environmental changes.
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processes of community participation are crucial to effec-
tive solutions for community health problems (14). The
model is rooted in the belief that sustainable solutions to
many adverse health outcomes will be found only when
people and organizations come together to address the
social, economic, political, and environmental determi-
nants of these outcomes. In the CHG model, the role of
governmental agencies such as DOH changes from a
director exerting control to a community advisor that
actively participates in and drives the process of positive
change. This change in role for governmental agencies
represents a new paradigm for public health practitioners
in community-based health promotion projects.
Similarly, the CHG model affects program evaluation.
Rather than focusing only on behavior change and long-
term health outcomes as measures of health promotion
interventions, the CHG model provides a framework for
examining the intermediate processes of the partnership
as proximal outcomes. Use of the CHG model to organize
information can aid in assessing processes in which indi-
viduals and organizations work together to identify and
address health problems at the community level. The
model can also help to guide public health workers in proj-
ect management. A well-designed process evaluation
guides the use of limited staff time and project funding and
thus can improve efficiency and effectiveness.
The CHG model shows how the dynamic and complex
interactions of community partners using community
resources can lead to improved community health. The
model identifies markers that can reinforce partnership
activities. The markers, such as representation of com-
munity diversity and mechanisms for accountability
within a collaborative process, are not ends in them-
selves, but the presence and strength of these markers
become guides for public health practitioners in promot-
ing community-based interventions.
The CHG model served as a guide for evaluating the
Healthy Communities pilot projects in Washington. The
model was used to develop a telephone survey tool to
assess community partners’ perceptions of a Healthy
Communities project. Results from the survey provided
feedback for DOH staff, university partners, and commu-
nity leaders. In addition to scaled questions that addressed
elements of the CHG model, several open-ended questions
were important for identifying issues raised by the scaled
questions. These open-ended questions provided the oppor-
tunity for respondents to voice their opinions and provided
essential information for translating survey findings into
meaningful directions for actions.
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Table 1. Events and Actions of Washington State’s Healthy Communities Pilot Projects
April 2002 Moses Lake selected as pilot community for implementing Washington State Nutrition and Physical Activity Plan objectives
June–September 2002 Moses Lake advisory committee planning meetings held, community environmental inventory conducted, and action plan 
developed
September 2002 Moses Lake project work teams formed for trails and paths, breastfeeding, and community garden
November 2002 Healthy Communities Moses Lake: An Action Plan to Promote Nutrition and Physical Activity introduced to community
December 2002 First survey of Moses Lake advisory committee conducted
January 2003–present (ongoing) Project work teams meetings held regularly and project plans implemented
November 2003 Mount Vernon selected as second pilot community for implementing state plan objectives
January–June 2004 Mount Vernon advisory committee planning meetings held, community environmental inventory conducted, and action 
plan developed
June 2004 Second survey of Moses Lake project teams and selected advisory committee members conducted
Healthy Communities Mount Vernon: An Action Plan to Promote Nutrition and Physical Activity introduced to the community
June–September 2004 Mount Vernon project work teams formed for urban trails, school district nutrition and physical activity policy, and healthy 
schools pilot project
September 2004 Revised survey of Mount Vernon advisory committee conducted
Table 2. Sources of Data for Process Evaluation of Washington State’s Healthy Communities Pilot Projects, 2002–2004
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Date Events and Actions
Community inventory feedback survey
Meeting minutes
Planning team meeting minutes for
Moses Lake pilot project planning
Meeting evaluation surveys
Activity logs, interviews, staff debriefings
Community participants who conducted the
inventory
Advisory committee and project group meeting
minutes included in quarterly progress reports
Washington State Department of Health (DOH)
staff, University of Washington, and National
Park Service partners; Moses Lake leadership
representative
Attendees at each advisory committee meeting
DOH staff and technical advisors, community
leadership, and staff
Feedback on inventory process and findings
List of attendees, project updates, discus-
sion topics, and presenters
Pilot project planning and evaluation plan-
ning discussion
Logistics, format, and comments
Observations about project progress and
partnership functions
Method of Data Collection Source of Data Data CollectedVOLUME 3: NO. 2
APRIL 2006
Table 3. Questions in Revised Survey for Healthy Communities Projects That Address Elements of the Community Health
Governance Model, Washington State, 2004
Proximal outcomes
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Individuals are empowered
Bridge social ties: social net-
works increase and are
strengthened
Synergy: collaborations are
creative and effective
Who: wide spectrum of com-
munity individuals and organ-
izations are involved
How involved: participation in
all capacities is feasible
Scope of the process: ongo-
ing planning and actions
address multiple issues
Encourage broad and active
participation
Ensure influence and control
are broadly based
Facilitate group processes
Scope of process expands
incrementally, remains inte-
grated
5
6
5
2
2
5
8
4
4
4
By participating in the Mount Vernon Healthy Communities project, I am making a
difference in my community.
As a result of participating in this Healthy Communities project, my organization has
or is planning to develop new collaborative relationships with other organizations.
The advisory committee worked together to identify new and creative ways to solve
problems.
The diversity of Mount Vernon’s population is well represented by the array of people
and organizations who are members of the advisory committee.
I feel that my responsibilities to the advisory committee were well suited to my inter-
ests and skills.
In the planning phase, the advisory committee explored an array of issues and priori-
tized them based on community assessments.
The advisory committee is effective at providing orientation to new partners as they
join the committee.
I have been included in the decision-making process of the advisory committee.
In advisory committee discussions, members used language that was common to
everyone and easy to understand.
As a group, we are building skills and expertise to carry out the objectives and meet
the goals of the Mount Vernon Healthy Communities project.
Proximal outcomes
Critical characteristics
No. of Survey
Questions That
Element of Model Address Element Example of Scaled Question From Mount Vernon Healthy Communities Survey
Leadership and managementTable 4. Resources for Design of Survey Tool to Evaluate Community Partnerships for Health Promotion Projects
Social capital index (15) Model for measuring social capital based on indicators of trust, involvement, and reciprocity
Evaluating partnerships (7) Outline of criteria applied to index partnership management and perceived costs and benefits
Measuring perceptions of multiple levels of control (16) Statements applied to index individual and community levels of empowerment
Assessing principles of partnership (17) Survey questions based on 10 principles of community–campus partnership
Partnership synergy self-assessment tool (18) Online tool based on elements outlined in community healthy governance model (14,19)
Community partnership stakeholders questionnaire (20) Survey questions addressing stakeholder view of participation and outcomes based on a study 
of a community partnership for healthy personnel education
Community coalition action theory (21) Model includes elements of coalition membership and processes that create synergy for 
community capacity and change outcomes
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Resource Comments